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To the Editor:
communications lo the editor Dougherty et al (Chest 1980;77:43-6) report their experience with bedside pulmonary angiography utilizing an existing Swan-Ganz catheter. Although they reserve their method for critically-ill patients whocould not be transferred to the radiology department, I, as an angiographer, would like to sound a warning note.
From the technical point of view the method they describe presents several shortcomings. In current radiologic literature'.' there seems to be agreement on how to perform pulmonary angiography. Most authors agree that such an examination necessitates not only PA and oblique views, in order to avoid overlapping of vessels in the lower lobes, but that it often requires fluoroscopicallyguided selective injection of vessels. Most authors do use magnification and filming techniques. Furthermore, when one bears in mind that virtually any disorder which results in alveolar consolidation, collapse or pleural effusion will lead to focally decreased perfusion in the region of the radiologic abn~rmality,~ it seems very likely that unless the rigorous technical factors we mentioned before are met, with their method, the number of false positive examinations will increase and consequently a number of patients will undergo treatment which is far from being innocuous in those circumstances:
In their article the authors do not mention pressure measurements before performing their examination. In a recent report of complications of pulmonary angi~graphy,~ the authors strongly advise pressure measurements in the right atrium, right ventricle and pulmonary artery in order to eliminate those patients where the right ventricular end-diastolic pressure is equal or greater than 20 mm Hg, which they consider as the upper limit for safe use of contrast material in the pulmonary circulation. They also report perforation of the right ventricle or right outflow tract during catheter manipulation. In our institution, as a rule, all right-sided heart mtheterizations are performed under fluoroscopic control and it is our experience that there are very few patients whose clinical condition does not permit transfer to our department. Furthermore, one may be skeptical as to the benefit of the procedure in preterminal patients.
incidence, etiologies and avoidance ofcomplications of pulmonary angiography in a large series. Radiology 1980; 136:295-99
To the Editor:
I would like to comment and expand upon several of the very pertinent points raised by Drs. Steppe and Violon.
There is no question that the optimum technique for pulmonary angiography is certainly far more sophisticated than a single view, bedside, non-fluoroscopic picture. Nevertheless, one of the major goals of our series of patients was to demonstrate that useful, reliable information can be obtained for a select patient population utilizing the technique as described. Ongoing study requiring the same strict criteria have demonstrated this to be the case.
The absence ofpressure determinations in our article is certainly a deficiency. However, all patients had right atrial and pulmonary artery (PA) pressures serially, both prior to and following bedside angiography. The standard exclusion criteria for elevated PA pressures were employed with all patients. In addition, no postangiographic pressure changes were recorded.
In conclusion, the points raised are both appropriate and valid. I trust this response will clanfy any questions regarding this limited angiographic technique.
James E . Dougherty, M.D.
Hartford, CT
Two-dimensional Echocardiography as a Diagnostic Aid in Central Vein Catheter Embolization
Catheter emboli are well recognized complications of percutaneous subclavian vein catheterization. Catheter retrieval is almost invariably indicated in view of the dangers of infection or thromboembolic phenomenon.13 The position of the embolized catheter segment may influence the urgency and type of intervention. In the intensive care setting, the usual portable x-ray equipment does not always demonstrate the catheter position accurately, even in those with radiopaque markers. Two-dimensional echocardiography, easily performed at the bedside, allows prompt and accurate localization of the catheter.'.' The following case illustrates the successful use of this approach.
CASE REPORT
A 55-year-old obese woman with known mild mitral stenosis and atrial fibrillation presented with rapidly progressive claudication and rest pain in both legs over a six-week period. Angiography showed marked atherosclerosis of the aorto-iliac region with complete infrarenal aortic occlusion. An urgent aortofemoral bypass operation 
